The irritable bowel syndrome is a problem commonly found in the population as a whole, in general practice and in general hospital and specialist gastroenterological clinical practice. A population survey found that 14% of those interviewed exhibited symptoms of the irritable bowel syndrome but did not present to their general practitioner. In the gastroenterology clinic it is said to represent approximately one-third to one-half of referrals! .
Diagnosis
An important classification of patients with the irritable bowel was first introduced by Chaudhary and Truelove in 1962 2 • They described two distinct patterns of presentation -diarrhoea without abdominal pain, and an alternating diarrhoea and constipation with abdominal pain. These symptoms also occur in many other conditions, and therefore the diagnosis of the irritable bowel must necessarily be by exclusion of the other important causes of the particular symptoms at the age of the patient. The differential diagnosis for diarrhoea of colonic origin includes diverticular disease, cancer of the rectum and colon, bacterial infection, viral infection and Crohn's disease. This differential diagnosis can be particularly demanding in the diarrhoeal form of the irritable bowel. The constipated form ofthe irritable bowel syndrome is characterized by abdominal pain usually, though not always, in the left iliac fossa or the right iliac fossa.
Characteristically the patient has urgency of defaecation, the passage of pelletty or ribbon-like stools, the passage of mucus and the relief of pain with defaecation. The sine qua non for a diagnosis of irritable bowel syndrome is that gastrointestinal tract investigations are all normal. This cluster of symptoms is believed by some to be all that is necessary to diagnose the irritable bowel syndrome, almost without further investigations".
However, the irritable bowel syndrome is not just, as suggested by some, a spasm in the colon. It is evident that there is pain experienced throughout the whole gastrointestinal tract and ithas been suggested that the syndrome affects the oesophagus, stomach, small bowel and colon", In addition to constipation, diarrhoea and pain, there are other symptoms experienced by patients with the irritable bowel-nausea, flatulence, urinary frequency, dysuria, dysmenorrhoea, dyspareunia, tiredness, anxiety, depression, insomnia, irritability and loss of libido".
Aetiology
There are many views about the aetiology of the irritable bowel syndrome, including psychiatric, environmental and purely organic.
Since the characterization of the irritable bowel syndrome as an entity, emphasis has been placed on the abnormal personality to be found inmany patients suffering from this condition 5. Tension, anxiety, guilt and resentment have been suggested to be significant factors in the evolution of the irritable bowel syndrome". Chaudhary and Truelove-suggested that psychological stress was a notable feature in 80% of the patients they studied. Symptoms of an affective disorder including mood disturbance, fatigue, insomnia and weeping have been shown in patients with the irritable bowel syndrome": mood changes were present in 90% of patients, and depressed mood diagnosed in 70%.
There is a body of opinion that believes that specific food intolerance contributes to the symptoms of the irritable bowel syndrome/:". In one study significant increases in rectal prostaglandin E 2 production were found after food challenge": the authors suggested that food allergy may be an important mechanism in the production only ofthose forms of the irritable bowel syndrome characterized by diarrhoea.
Other workers have suggested that gastrointestinal infection may be a long-term contributor to the symptoms of the irritable bowel, attributable to changes in bowel flora. The bowel may remain irritable after an tibiotic-induced diarrhoea1o.
Chronic alcohol abuse has long been recognized as a cause of non-ulcer dyspepsia and diarrhoea. Alcohol abuse has been recorded in 1% of a general practice population, 10% of hospital admissions and 1% of medical referrals to a gastrointestinal clinic l l -1 3 • A physical cause for the irritable bowel syndrome was suggestd by the concept of bile acid malabsorption. The efficient enterohepatic circulation of bile acids is such that all but 10% of the bile acid pool is reabsorbed from the ileum and only a small proportion passes into the caecum to be voided in faeces. However, deoxycholic acid, the bacterial breakdown product of cholic acid, has been shown to increase colonic motility in the rabbit14, and in the human! 5.16. The infusion of bile acids into the colon increases motility, again suggesting the importance of bile acids in the production of diarrhoea17. The use of a gamma-labelled conjugated bile acid enabled a study to be made of ileal function and bile acid absorption I Management: a clue to aetiology It is not surprising that with such a spectrum of possible aetiological factors, there is a wide spectrum of treatments. In a study of 130 patients with the irritable bowel syndrome, one-third of patients were symptom-free over an average follow-up of 1-3 years-.
Any treatment therefore has a high probability of achieving symptom relief. In fairness, most treatments are directed towards the principal complaint of the patient, whether this be constipation, diarrhoea, anxiety or an underlying disease problem. One straightforward if not simplistic approach to the treatment of the irritable bowel syndrome was to regard the constipated form of the irritable bowel as being solely a form of constipation-", The role of fibre in the treatment of constipation is well documented, but the question arises as to what is the best form of fibre to treat the irritable bowel syndrome. It has been shown that an increase in stool weight in general results in a decrease in colonic pressure". As it is thought that the pain of the irritable bowel syndrome is due to spasm, which can be measured by pressure recording instruments, it seems reasonable that symptoms might be reduced by increasing stool weight. Faeces consist of approximately 75% water, and the dry material is half bacterial mass and half residual fibre 2 2 • Increase in stool weight following the administration of wheat bran is due to the waterholding capacity of the wheat bran; the bacterial mass therefore remains constant and the increased weight is due to hydration of increased residual fibre in the faeces. On the other hand, the minimal increase in stool weight that accrues from fruit and vegetables results from bacterial proliferation-P; thus the residual fibre content of the stool may remain constant but the bacterial mass increases. In general, it could thus be regarded as appropriate to give bran to patients with the constipated type of irritable bowel. The type of bran does not matter as it has been shown that the wheat bran from hard wheats such as are used in bread and that from soft wheats used in cake making are both effective. Depending on the water-holding capacity, the coarser the wheat bran the more effective it is 2 4 • 25 • A simple practice has been to suggest that patients take one or two handfuls of coarse bran as a cereal, and an apple and an orange a day to increase the bacterial mass content of the stool.
A form of logic developed in which the irritable bowel syndrome was regarded as an organic problem, possibly nutritional in type, which -after excluding other diseases -allowed a very simple approach to be taken. Iftreatment by enhancing the fibre content of the diet was ineffective, then the underlying diagnosis was challenged. It became apparent, however, that dietary fibre was not an immensely effective treatment for the irritable bowel 26 • Indeed, it has been found that personality factors exert a major influence on the magnitude of the therapeutic response to such a treatment-7 • This accords with our own experience of patients treated with bran who were contacted two and three years later: whilst many had improved, many others were not symptom-free.
Studies of faecal characteristics in controls and patients with the irritable bowel syndrome have failed to identify any significant differences in faecal wet weight and colonic transit time 2 8 • 29 • In addition, the faecal bile acids, faecal fats, volatile fatty acids and colonic motility index were the same as in a normal control group. The only difference between the irritable bowel group and the controls lay in the frequency of defaecation required to pass the daily stool output. In controls, the frequency was once per day and in the irritable bowel patients two or three times per day '", None of the patients with the irritable bowel syndrome were shown to have lactose intolerance.
We have completed a study on patients with the irritable bowel syndrome which suggests that anxiety is a factor which contributes to their presenting clinically, both to their general practitioner and thence to hospital. We believe that a substantial number of patients have experienced a series of life events of a type that generates feelings of hopelessness leading to anxiety. This feeling of anxiety is disquietening to the patient. The transmission of anxiety to the doctors treating the irritable bowel patients is one of the reasons why such patients are often investigated far beyond the requirements of the diagnosis; some patients may even undergo laparotomy. A separate group of patients showed a degree of alcohol abuse; others showed predominantly a deficiency of dietary fibre and were constipated; and a further group of patients manifested frankly abnormal personalities.
Holistic view of the irritable bowel syndrome
We feel that the aetiological factors leading to the irritable bowel syndrome can be regarded as points at the corner of a triangle. In one corner are physical causes such as a deficiency of dietary fibre or organic disease such as Crohn's disease or even colorectal carcinoma; in another corner are adverse life events which lead to feelings of hopelessness and hence anxiety; and the third point in the triangle is the patient's personality. Obviously the shape of the triangle (equilateral or otherwise) is dependent on the relative strengths of the factors and the make up of each particular patient. Indeed, its shape may vary in anyone patient with an alteration in the relative contributions over a period oftime. We have found it a very useful technique to draw such a triangle for patients, starting with the physical causes and talking about the fibre content of the diet, then discussing the contribution of stress, and thirdly the possible contribution of personality. This is a gentle, nonthreatening approach and has proved very rewarding. Patients with the irritable bowel in whom the sole problem appears to be deficiency of dietary fibre, that is a constipated type of irritable bowel, can be treated by wheat bran and fruit. Patients in whom there is stress can discuss this element in their life and in certain cases gain help from psychiatric advice and support. Patients with personality disorders are the most difficult to deal with, and often will find it more agreeable to undertake alternative forms of therapy and explanations for their symptoms.
